After cutting through the posterior commissure and proceeding downwards for about half to three-quarter of an inch (to 'X', figure 1) the incision is curved outwards and to the left for one-and-a-half inches (figure 1, 1 Bdotted line). The incision is then proceeded with as described above. The first suture is inserted from above, downwards, and when the fistula is nearly closed, a no. 8 self-retaining rubber catheter is inserted through the urethra into the bladder. The first suture is then completed and the bladder is comfortably tightened over the rubber catheter at the site of the new internal os.
It is noteworthy that the failures occurred in the early cases and were undoubtedly partly due to lack of experience. This paper describes the technique that has been gradually evolved at this hospital and found satisfactory. As experience accumulates, larger and larger fistulte are being attempted and cured, and it is hoped that in the near future it will be possible to describe a technique that will result in a very high percentage of cures without having to resort to transplantation of the ureters.
Aetiology
The causes in this series are thirty cases following labour, one case due to trauma?a wooden stick, which was being inserted into the uterus to procure an abortion, was pushed through the vaginal wall into the bladder (case 10).
The majority of cases give a clear history of prolonged labour and early rupture of the membranes. It is most probable that the commonest cause of obstruction was an unreduced occipitoposterior position, with the following results? the bladder becomes distended, the urethra elongated, the sinciput presses the base of the bladder and upper part of the urethra against the symphysis pubis, pressure necrosis ensues, and after exfoliation of the necrosed area the fistula results. (?) to press the rectum backwards and to the right with the left index finger; and (c) to cut outwards and backwards.
The anterior fibres of the levator ani may be incised if additional space is required.
In cases of great contraction of the vagina requiring a plastic operation, I have modified the original incision as follows :? After cutting through the posterior commissure and proceeding downwards for about half to three-quarter of an inch (to 'X', figure 1) the incision is curved outwards and to the left for one-and-a-half inches (figure 1, 1 Bdotted line). The incision is then proceeded with as described above. Method of closing simple fistulce The edges of a fistula should never be excised.
(Excision is recommended in most textbooks.)
As a result of excision, the bladder mucous membrane retracts and post-operative haemorrhage results, very often of a serious nature and always troublesome to control. The first suture is inserted from above, downwards, and when the fistula is nearly closed, a no. 8 self-retaining rubber catheter is inserted through the urethra into the bladder. The first suture is then completed and the bladder is comfortably tightened over the rubber catheter at the site of the new internal os.
The urethra is then attached to the bladder by a transverse 0000 continuous catgut suture, followed by a second 0000 suture.
If there is excessive stenosis of the vagina, a flap is designed, turned in from the buttock and sutured in place. 
